
TWO CASES OF INCISION INTO THE HIP\x=req-\
JOINT, WITH OBSERVATIONS AS TO " DIS-
TRACTION " IN HIP-DISEASE.1

BY E. H. BRADFORD, M.D.

The writer wishes to place upon record two cases
of direct incision into the hip-joint at an early stage of
hip-disease, done for the purpose of checking the
night cries, which were exceptionally severe (fourteen
and fifteen times during the night), and which other
measures had failed to control. In both of the cases
it was supposed that the joint contained pus within a
resistant joint cavity. In one of the cases, a girl of
six, the incision was not perfectly done, and gave in-
complete drainage, and no benefit was obtained by the
procedure. The " night cries " gradually subsided,
and the patient eventually made a good recovery,
which was not retarded though not aided by the in-
cision.
In the second case, a boy of four, a small quantity of

thick pus was evacuated and the patient's symptoms de-
cidedly relieved, but not until a short time after the op-
eration. Two weeks after the operation the night cries
had diminished so that they were not present, or only oc-
casional, while before they had persisted for weeks at
a rate of fourteen and fifteen cries a night. The im-
mediate effect of the operative interference appeared
not to be beneficial, and the sensitiveness of the joint
was increased for a few days ; but as soon as drainage
from the joint became well established, and compresses
and pads and bandages incidental to aseptic dressings
were discontinued, the night cries diminished
noticeably. No difficulty was encountered in opening
the joint. A straight incision was made behind the
trochanter major, extending above it. After the skin
and muscles were divided and separated, the forefinger
was thrust down to the joint and used as a director,
the capsule was reached at the upper and back part of
the joint. This was opened and the opening dilated.
No distension of the capsule of the joint could be felt,
and but a small quantity of thick pus was evacuated.
The capsule wall, however, was found to be compara-
tively soft. After a slight pull upon the limb the fe-
mur was pulled away from the acetabulum and the
finger could be inserted between the acetabulum and the
head of the femur ; both were found to be covered with
granulations. No explanation could be found for
the persistent night cries. The incision, etc., were
done under aseptic precautions. The treatment after
the operation was the same as before ; namely, fixa-
tion by means of a fixation frame, and extension by
an extension splint, and at the end of three weeks the
boy was allowed to walk about on his crutches, ele-
vated shoe, and wearing his extension splint.
It cannot be claimed that the amount of benefit ob-

tained in these cases warranted the operative interfer-
ence. For even in the second case perforation of the
capsule and relief of the intra-capsular tension, and
consequent extreme sensitiveness would have taken
place spontaneously, and in all probability the drain-
age from the joint would have been better than that at
first afforded by the incision. In the second case,
however, relief of the symptoms was obtained some-
what more speedily after the incision than if left to a
natural course.
In a large majority of cases the night cries are

readily checked by extension and fixation. It seems
1 Read at the meeting of the Surgical Section of the Suffolk District

Medical Society, May 8, 1888.

reasonable to explain the exceptional cases where re-
lief is not obtained in this way on the supposition that
the joint, as in Case II, contained pus within a firm and
resistant capsular wall, and that the bone of the femur
aud acetabulum are sensitive on undue pressure caused
by reflex muscular spasm, secondary to the increased
tension in the joint cavity.
In some instanaes the hypersensitiveness may be

due to an abscess of the epiphysis of the head of the
femur, and relief obtained, as has been shown by Mac-
namara, by perforating the head of the femur. Such
cases, however, must be exceptional in children. It is
possible that stretching the sciatic, as recommended by
Macnamara, thus temporarily paralyzing the muscles
and preventing spasm, may afford relief in extreme
cases. But it would appear that less radical proced-
ures were more practicable, and that we are to look to
a perfection of " distraction," that is, mechanical sep-
aration of opposing bone surfaces of the joint as the
most practicable method of relief. It has been denied
that this, that is, distraction, is possible, but the frozen
section of the case of hip disease reported by Lanne-
longue (the subject having been frozen with the
affected limb pulled upon) demonstrates that distrac-
tion actually takes place.
If in an adult cadaver with normal a hip-joint, the

muscles having been divided, the limb be pulled upon
in a direction parallel to the axis of the body, it will
be found that distraction does not take place. If in a
foetus of full term it will be found that it does. In
Case II here reported, the fact of " distraction " could
be readily determined. When the finger was placed
upon the head of the femur it was found to be impos-
sible to push it between the head of the femur and the
acetabulum, the two bone surfaces being in contact.
If, however, the limb was pulled upon by a force esti-
mated at five pounds, the bones separated, and the
finger could be readily inserted between the rim of the
acetabulum and the head of the femur, the separation
being about one-quarter inch. If the pull was discon-
tinued the finger was caught by the opposing bones,
and pressed upon with noticeable pressure.
In another case, a boy of nine, with hip disease,

where a periarticular abscess was incised, the same ob-
servation was made, and the femur readily distracted
from the acetabulum.
Through the kindness of Professor Dwight and Dr.

Conant, of the Harvard Medical School, a number of
normal adult hip joints were examined to determine
the causes of the resistance to a distracting force.
It would appear that the chief cause of resistance

was the cotyloid ligament, which in a normal adult
hip is practically a cartilagineous collar holding the
head of the femur in a tight socket. Direct pull on
the femur in the line of the axis of the body causes
the head of the femur to come in contact with the re-
sistance of this non-elastic collar, and also encounter-
ing the resistance of the Y ligament. If the limb is
slightly flexed and abducted, the femur can be pulled
away from the socket if a fair amount of force be em-

ployed, showing that the influence of atmospheric
pressure is not as great as has been supposed. If the
limb is adducted it will be found that a pull in the line
of adduction will bring the femur against the lower
rim of the acetabulum.2

2 The experiments were made on dissected alcoholic specimens,
where the knee-joint had not been opened, and with the capsule in-
tact.
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In young children, (it is to be borne in mind), the co-
tyloid ligament is not as strong or as developed as in
adults, and the acetabulum is much smaller, the bony
rim of adults being cartilagineous in children. It is
also true that in tuberculous osteitis in the hip, as in
other joints, the cartilages and ligaments at an early
stage become softened and incapable of resisting a dis-
tracting force. Where the head of the femur has been
absorbed and no anchylosis takes place, distraction oc-
curs from a slight force. The direction of force in
which distraction encounters the least resistance in a
normal limb is with the limb slightly flexed and ad-
ducted.

FIVE CASES OF PERINEAL SECTION WITH
EXCEPTIONAL COMPLICATIONS.1

SERVICE OF DR. C. B. PORTER,
Surgeon to Massachusetts General Hospital.

REPORTED BY DR. A. K. STONE.

Case I.
—

curetting the bladder for chronic
cystitis.

J. A. W., aged forty-seven.
November 5, 1887. For the past seven months

the patient has been extremely troubled with fre-
quency of micturition. During the day he passed
urine every fifteen to twenty minutes, and at night the
intervals were never longer than one hour. At times
he has severe vesical tenesmus, when he is obliged to
keep his penis in a urinal for hours at a time, on ac-
count of the constant drizzle of urine. Before mictu-
rition there is pain, referred to the end of the penis.
At times this pain runs backwards along the course of
the entire urethra. Blood-clots have been frequently
passed, and the urine contains abundant sediment,
with shreds of so-called mucus.
Urine is pale ; slightly alkaline ; specific gravity,

1013; albumen, trace; sediment considerable; nor-
mal blood ; little pus ; numerous small round cells ;
crystals of ammonic urate.
Examination by Dr. Porter under ether. No strict-

ure ; no enlargement of the prostate ; no stone in the
bladder.
For the next three weeks the patient's bladder was

washed out from time to time with boracic acid solu-
tion, 1 to 150. The bladder was extremely intolerant,
and the introduction of the catheter always set up vio-
lent tenesmus and caused great pain. Only about one
ounce of the solution could be injected before still
more severe contractions would be excited, and the
wash fluid expelled with violence. The tenesmus
would continue several hours after the catheter had
been withdrawn. Urine still contains pus and mucus
and a trace of albumen.
As the patient had made no perceptible gain duringhis three weeks' stay in the Hospital, Dr. Porter de-

cided to drain the bladder, and for this purpose, on the
26th of November, performed perineal section in the
usual manner. After the bladder had been opened,
the surgeon's finger was introduced into the bladder,
which was found to be firmly contracted, even under
ether. The walls were velvety, as if covered with
exuberant granulations. The entire surface of the
bladder was then thoroughly curetted and washed out,
first, with corrosive sublimate (1-5000), then with hot

1 Read at the meeting of the Surgical Section of the Suffolk DistrictMedical Society, May 8, 1888.

phenyl (sulpho-napthol). A chemise cánula was tied
in. In the afternoon the patient had intense pain,
which was relieved by washing out the bladder and re-
moving a number of blood-clots. A rubber tube was
substituted for the cánula.
Five days later, the record says that the patient has

been very comfortable and has slept well. His urine
contains no blood. The drainage-tube was removed
from the bladder twenty-five days after the operation.
The urine came about equally by the penis and
through the perineal wound. The patient at once re-
gained control of the sphincters of the bladder,
and, instead, passing urine every fifteen or twenty
minutes, as he did before the operation, the intervals
were about one hour's duration. Three days after
the tube had been withdrawn, there came an increase
in frequency of micturition, accompanied by pain and
tenesmus in the rectum, which was not relieved by
free catharsis. Examination of the rectum showed an
abscess of the prostate, which was opened aud drained
into the rectum. The rectum was packed with iodo-
form gauze, which was removed two days later. The
rectum was then washed with hot phenyl twice a day.
From that time on the patient steadily gained in

flesh and strength. For a few weeks the bladder was
washed out every day, but now with very little pain
or discomfort. Almost all the urine is passed by
the penis. For a day or two all will be passed by the
penis : then, for a few days, a little will come by the
perineum. The urine is clear and contains no pus.
The intervals between micturition are now two hours
to two and one-half hours during the day ; while the
patient sleeps nearly all night, passing his urine but
once or twice. There is a slight stinging sensation
after each micturition. On the 6th of February, four-
teen weeks after entrance, no urine having come by
the perineum for six days, he was discharged.
Remarks. This case shows how tolerant the blad-

der may be of even severe operative interference.
The idea of curetting the walls of the bladder was
forced upon the surgeon by the nature of the case. It
was an emergency of the operation, and had to be met
and settled at once ; and the wisdom of the decision
is clearly shown by the after-history. I have been
able to find no similar case recorded in the " Index
Medicus."
Note.— Patient reported July 3, 1888. Has gained twenty

pounds in weight. Is able to do a full days work without any
discomfort from frequency of micturition. Never has to get
up more than once during the night to pass urine and usually
holds it all night long. No perineal fistula.
Case II. tuberculosis of the membranous
PORTION OF THE URETHRA, RESULTING IN STRICT-
URE AND URINARY INFILTRATION.

O. C, aged thirty-two, box-maker, New Hampshire.
Patient has a good family history, and his previous

history, up to six or seven years ago, has been good.
He denies ever having a gonorrhoea or other venereal
disease, and he never received any blow or injury in
the perineum. Six years ago he began to have pain,
starting in the small of the back and passing down-
wards and forwards towards the bladder. This pain
was described as being like a pleuritic pain. The pain
finally settled in the bladder and was very severe, and
increased by any sudden movement or jar. Four
years ago he had a swelled testis, and about the same
time he began to be troubled with difficulty of mictu-
rition. The urine contained blood and considerable
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